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Definition.-Complete rectal prolapse in women may be defined as a sliding hernia through the pelvic floor, the sac being situated between the rectum and vagina.
,£tiology.-In many cases the aetiology is obscure. In this series a definite cause was only found in 4 patients: 1 had a spina bifida occulta; 2 had been operated on for tumours of the cauda equina; and 1, a girl of 17, was said to have had meningitis as a child. In the remainder, one could only postulate an abnormally deep rectouterine pouch. If the intra-abdominal pressure rises or the pelvic floor weakens in such patients, it can be seen how this deep pouch can become a hernia and eventually present at the anus as a typical rectal prolapse.
Age.-This condition may occur at any age; the youngest here was 17, the oldest 76.
Some of these patients may become mentally deranged, and one in this series was operated on in a mental hospital; the functional result was good, but the mental state was not improved.
Diagnosis.-This is usually obvious and it should always be possible to control the prolapse by supporting the anterior rectal wall with two fingers in the rectum.
Investigations.-The lumbar spine should be X-rayed, in order to exclude an unsuspected spina bifida; this is particularly important in young patients. The perineum must be carefully examined, as an old laceration of the sphincters or perineum may need repair after the prolapse has been controlled. UJterine or vaginal prolapse should be looked for, and the help of a gynmcologist enlisted if thought expedient.
Treatment.-The only satisfactory treatment is surgery; but minor degrees of prolapse in elderly women may be partly controlled by a Thiersch operation.
Operativeprocedures.-When it was recognized, first by Moschowitz (1912) and later by Roscoe Graham (1942) , that rectal prolapse was really a form of hernia, the abdominal route became increasingiy popular, as it is impossible to remove MAY completely the hernial sac from below, which doubtless accounts for the high recurrence rate following the operation of perineal rectosigmoidectomy.
I now carry out two operations for prolapse:
(1) Intra-abdominal repair without excision of the excess bowel.
(2) Intra-abdominal repair combined with rectosigmoidectomy from below.
Either procedure may be accompanied by some form of perineorrhaphy either at the same time or at a later date, should the sphincters be torn or injured.
I have had no experience of abdominal repair combined with restorative resection, but the results as reported by Muir (1955) are good.
STEPS OF THE OPERATION (ABDOMNAL REPAIR)
(1) The patient is placed in the lithotomy Trendelenburg position and, after laparotomy, the intestines are packed out of the pelvis and the extent of the hernial pouch demonstrated by a hand in the hernial sac, which extends well into the prolapsed bowel.
(2) Two sutures are placed in the uterus, if present, and it is drawn aside by an assistant, who stands between the legs.
(3) The whole of the hernial sac is excised; in these patients the peritoneum is usually thin and the course of both ureters can clearly be seen before the peritoneum is incised.
The sac is removed in two sections on either side of the rectum, care being taken not to injure the anterior rectal wall. The posterior wall of the vagina is thus completely denuded of peritoneum, but the bowel still has its covering anteriorly. When this has been accomplished the true pelvis should be denuded of peritoneum.
(4) The rectum is then mobilized posteriorly and laterally down to the pelvic floor, but no attempt is made to approximate the atrophic levator muscle, as practised by Goligher (1958) .
(5) The rectum is next pulled up and sutured to the posterior wall of the vagina by interrupted thread or silk sutures, so that the rectovaginal septum is reconstituted.
(6) The peritoneal floor is then reformed at the pelvic brim.
(7) The abdomen is closed and a ventrofixation of the uterus is performed. If the patient has previously had a hysterectomy the vaginal vault is tethered to the anterior abdominal wall by stout silk sutures. The object of these steps is to fix the vagina until such time as the rectum and vagina have become adherent. Similarly, it is hoped that the back of the mobilized rectum will become adherent to the anterior surface of the sacrum.
After the operation, the foot of the bed is kept raised for two weeks, and the patient not allowed out of bed until the third week. Results 19 patients have been treated by this operation since 1947; 6 of these also had a perineorrhaphy at the same time or later, which was carried out by Mr. R. A. Brews, and one patient is being treated by Mr. Charles Heanley for a complete tear of the sphincters.
3 cases have relapsed: 2 were treated by a combined abdominoperineal rectosigmoidectomy in 1952 and 1953 and remain well. The other patient, a girl aged 18, had a recurrence after nine years and will shortly be readmitted for further surgery.
8 patients had their operations over five years ago and only one of them has a recurrence. One patient has died of cancer.
One women, aged 53, had a bilateral ureterocolic anastomosis in 1955 by Professor V. W. Dix for chronic interstitial cystitis. For three months she had an increasing prolapse. 12.8.58: Laparotomy showed that the site of the bilateral ureterocolic anastomosis was normal; the usual operation was carried out with ventrofixation. Following operation the tone of her sphincters has very much improved and her control is adequate, although she has her bowels open once an hour.
COMBINED ABDOMINOPERINEAL REPAIR
WrIH RECTOSIGMOIDECTOMY This operation is carried out in patients who are physically fit if the prolapse is very big, or if the prolapse has recurred after a previous operation.
Steps of the Operation
(1) Up to stage 4 of the previous operation the procedure is similar. If an excision is thought necessary, a second surgeon pulls out the excess bowel from below and performs rectosigmoidectomy, the anastomosis being carried out with two layers of sutures, the first, of interrupted thread, approximates the seromuscular coats, and the second, of interrupted catgut, unites all coats.
(2) It is important that at least 3 in. (7 5 cm.) of rectum be preserved, in order that the patient may keep her rectal sensation and preserve her continence.
(3) After the anastomosis, the suture line retreats inside the anus, the peritoneal floor is reformed, and finally a ventrofixation of the uterus is carried out.
Results
10 cases have been operated on since 1952, 5 of them over five years ago. So far, none has recurred, but one patient has died from cancer of the lung.
The functional results have been good. None proved fatal. One woman has had a baby by Casarean section and remains well.
There have been some serious complications:
(1) Secondary hwmorrhage.-2 patients had severe secondary haemorrhage from the suture line, which required an emergency transverse colostomy with packing of the rectum. Both patients survived and their colostomies were later closed. It is interesting that secondary haemorrhage is a recognized complication following rectosigmoidectomy but is almost unknown after restorative resection.
(2) Rectovaginal fistula.-One woman developed a rectal stricture at the site of the anastomosis following an abscess above the stricture, which burst into the vagina. A colostomy was carried out, then an internal proctotomy, and later closure of the colostomy. She is now well.
(3) Pelvic abscess.-In one patient a pelvic abscess formed which required a temporary colostomy for a few weeks.
Conclusions
(1) Rectal prolapse in women should be regarded as a sliding hernia, and its treatment should include excision of the sac.
(2) The operation of choice in this series was excision of the sac from above, reformation of the rectovaginal septum and ventrofixation of the uterus.
(3) In severe or recurrent cases, excision of the redundant bowel is indicated; this may be done from below (rectosigmoidectomy) or from above (restorative resection).
(4) The late results and complications of 29 cases operated on between the years 1947-58 have been described.
